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REVIEWS,

COMMENTARIES,

EVALUATIONS …

“Simon and Nelson have written a stunningly useful book on improving the lives of clients—and clinicians—who are working to overcome problems of ‘severe mental illness.’ While plenty of detail and guidance are provided to assist clinicians new to the field, even the seasoned therapist will find some provoking and stimulating interventions. If you are entering the field of psychotherapy as a clinician, and have little or no experience in the world of ‘psychotic disorders’ and ‘borderlines,’ you should read this book. It describes an approach to clients and treatment that can help you retain your hope, optimism, and effectiveness while dealing with the most devastating disorders in psychiatry. If you are already in the field, and are struggling to avoid burnout, there are examples here that can help you rediscover the useful skills and resources within your clients and yourself. The authors offer ways to engage those abilities to elicit ‘chronically impressive’ behaviors, despite long histories of hallucinating, cutting, or institutionalized hopelessness. If you are an administrator with thoughts of implementing or reorganizing a clinical unit to encourage the use of effective solutions and patient-oriented goals, the section on meta-systemic considerations is essential reading. It contains several examples of agencies’ and hospitals’ experiences implementing solution-based units and programs. And if you teach in a clinical program, this is the text that your students will take to their clinical placement for guidance.”

Richard Ebling, MS, LCSW

Therapist in Private Practice,

SunDance Behavioral Resources

More pre-publication

REVIEWS, COMMENTARIES, EVALUATIONS …

“At last, a book I can recommend to the many front-line mental health workers who ask me to recommend a book about using the solution-focused approach in front-line mental health. The basic under-pinning principles of the approach are clearly and succinctly summarized. There are important chapters questioning aspects of the medical model and proposing a focus on patient resources rather than on deficits; describing ways in which the approach can be implemented in mental health settings; and exploring the philosophies informing the approach. This book is written in a respectful way and its critiques of the medical model are constructive. I can highly recommend this work to all practitioners in mental health settings whatever their discipline.”

Brian CadeBrief Therapist, Private Practice,Sydney, Australia; Primary Author(with W. H. O’Hanlon), A Brief Guide to Brief Therapy
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“Solution-focused counseling at its reliable best in what some might say was the more difficult personal terrain of persistent mental troubles…. A whole book about working successfully with ‘difficult’ cases in the solution focused way. The authors show us, over and over again, just how to do it.”

Lance Taylor, MScChartered Psychologist,President of the Solution-FocusedBrief Therapy Association

“Simon and Nelson have given us a piece that clearly stands in hope and possibility for people’s lives despite their label. This is a brave project, moving away from accepting the now mainstream medicalized conception of mental health. It moves toward unfreezing people’s understandings of their lives and identities, calling forth hope, healing, and health. Through the conversational art of Solution-Focused Therapy, people’s behaviors are placed back in context, opening many pathways for intervention. Psychotherapists, new or experienced, will find themselves inspired as what is possible with long-term therapy users jumps from the pages in concrete and clear vignettes. Finally a book that discusses psychiatry, and the medical model directly and respectfully, yet offers a therapeutic approach that finds out ‘people are more than their labels’!”

Scot J. CooperDirector,The Brief Therapy Network
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“Simon and Nelson are to be thanked and congratulated for showing solution-focused ways to work respectfully and effectively with often difficult clients. Alternating excellent real-life case illustrations with useful theory and commentary, this book should be welcome reading for anyone who wishes to move toward the light rather than curse the darkness.”

Michael F. Hoyt, PhDAuthor, Some Stories Are BetterThan Others, The Present Is a Gift,Interviews with Brief Therapy Experts,and Solution-Focused Brief Therapy
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Foreword

Many years ago I worked at an adult community-based residential treatment center that specialized in working with people who had been labeled as schizophrenic or manic depressive following one or more psychiatric hospitalizations. As I read Solution-Focused Brief Practice with Long-Term Clients in Mental Health Services, I found myself remembering one of the clients in that program, a young woman who was then in her early thirties.

I initially got to know Sheila while leading a group at the community-based residential treatment center where she then lived. When we first met, Sheila was polite, but did not speak much unless directly asked a question. She kept her eyes down and walked with her shoulders hunched inward. She exchanged small talk with the people around her, but for the most part was silent. She appeared to spend all of her free time watching television while munching on bags of potato chips.

After I got to know her better, Sheila confided that the medication had affected her metabolism, causing her to feel tired and hungry most of the time regardless of what she ate and how much she slept. She explained that although she had gained a great amount of weight in the past year and didn't like the way her body looked, she was not interested in going on a diet because food was one of the few things that comforted her now. The way she said this suggested that she once had many more comforts in her life than she had now.

As I got to know her better, I learned that Sheila was mourning two losses: the loss of the professional career she had begun and the demise of her marriage. Both had been casualties of the psychiatric problems that had surfaced just a little over a year after her college graduation. Despite that the history documented in her treatment file contained little more than a list of past and current medications, dates of hospitalization, and meager references to her diagnosis of manic depression, Sheila's larger history was poignantly rich. She had received high marks in a variety of subjects at the university, and her past experiences included membership in a sorority; volunteer work through her church; foreign travel; playing volleyball, baseball, and field hockey on recreational teams; an active social life with her friends; and marrying the man she had thought of as her soul mate. Following graduation, she had gotten a good job. Sheila had relished getting up each morning and going to work every day until the day she realized that she was no longer able to concentrate well enough to do her job. She had been fired that same week.

People in the small town where Sheila lived seemed to avoid her in the weeks following her first psychiatric hospitalization. The medication she had been given when she left the hospital made her groggy and left her limbs feeling stiff and uncomfortable. She found it difficult to concentrate well enough to read the newspaper, much less the novels she had once loved. She was no longer a member of any sports teams, and her former gardening hobby no longer gave her pleasure. She began spending all of her time indoors, alone.

Sheila looked forward to her husband's return from work each night, but his arrival was almost always a disappointment. The closeness they had once shared was gone. He seemed distant and preoccupied, expressed little interest in her, and he was often late. They argued about household chores such as cooking, cleaning, and laundry. He bitterly resented the debts they had incurred as a result of her hospitalization. The once tidy house they shared was now cluttered and dirty, and Sheila remained in the bedroom when her in-laws dropped by, too embarrassed to face them with her house in such disorder. It was a struggle to bathe and dress each morning, and some days she simply stayed in bed. Everyday life began to feel more and more impossible, and the medication did not seem to be helping.

Just when Sheila was convinced that things couldn't get worse, her husband confessed that he had been having an affair with the woman Sheila had formerly thought of as her best friend. When her husband told her that their marriage was over, Sheila decided to return to her former hometown and live with her parents for a few months until she got back on her feet.

Moving back in with her parents as an adult proved more difficult than Sheila had initially anticipated. She missed her independence, her job, and her friends even more than before. She felt as if the past few years of her adult life had been more or less erased, as if they had never existed, and that now her only identity was that of “psychiatric patient.” A few months later, she was back in the inpatient psychiatric unit of the hospital. Rather than returning to her parents’ home again, Sheila had elected to live at the community-based residential treatment center.

Sheila told me that the previous two-year interval, in which she had progressively lost her job, marriage, and friends, returned to her parents’ home, and suffered the humiliation of two psychiatric hospitalizations, were the worst two years of her life. She confided that she had a deep fear of having a relapse, and strongly emphasized that she would rather die than go through something such as this ever again.

When Sheila described the hell she had experienced, I asked how she managed to keep going. She answered that she had not yet given up hope that she would someday be able to live on her own again like a normal person and have a cat or maybe a dog, some friends, and a job. These became our treatment goals.

I eventually stopped working at the residential treatment center and Sheila asked if she could continue to see me individually. She had just moved into a group home. We met once or twice a month for the next year, occasionally more often during times when she felt stressed, such as holidays, problems at work, and following visits home. Eventually Sheila moved out of the group home, and succeeded in getting her own apartment. She risked losing her disability checks by acquiring a part-time job in a bakery, explaining that working gave her a sense of self-worth.

We continued to meet for our sessions once or twice a month. I had cats back then and Sheila would always pause and pet one of them for a few minutes following our sessions. She would sigh and talk longingly about how much she missed living somewhere where she was allowed to keep a pet.

Our sessions were becoming less and less frequent by then. We met every six weeks and then eventually every eight weeks, and then every twelve weeks, and we eventually terminated therapy, although she continued to see her psychiatrist every other month for brief medication checks. Our only contact in the ensuing six months was one brief phone conversation in which she asked my advice about whether to attend an art therapy class that appealed to her and I expressed my support.

I was therefore quite surprised when Shiela showed up in front of my house a few months later while I was outside mowing the front lawn. She gestured to me and I turned off the lawnmower in order to hear what she was saying. Sheila explained that she happened to be passing by because she had just signed a lease on an apartment in the neighborhood. She was excited because it was a place that would allow pets. I noticed then that she was carrying a cat in her arms, a fragile, forlorn looking creature that looked like it had done some hard living before Sheila had rescued it. Sheila then explained that she had rented an apartment in the building directly behind my house.

I remember flinching inwardly when Sheila first told me this, and to this day I fervently hope that my first reaction was not visible to her. Even twenty years later, I still feel shame at the initial apprehension I felt back then at the idea that a “mentally ill person” was moving practically next door. Most of the apprehension dissolved a moment later when I noticed that Sheila's eyes were shining with hope as she stood there looking at me, lovingly stroking the cat. I found myself admiring her courage and determination and finally remembering my manners, said something such as, “Congratulations. Welcome to the neighborhood.” Then I asked her what she had named the cat.

Of course, I now realize that I needn't have worried about Sheila living nearby, nor would anyone else need to worry about this. Not surprisingly Sheila proved to be a courteous and pleasant neighbor, and she was an exemplary pet owner, volunteering at the local Humane Society, and taking excellent care of Tabby (not the cat's real name), whose once cloudy eyes and scrappy coat became clear and shiny with obvious good health. In the years before I moved away, I occasionally ran into Sheila at art fairs, outdoor concerts, and other events, although rarely on the block outside my house and we would exchange a few words.

It was apparent that she had many friends and interests, and that she had found a way to reclaim her true identity, which always was and always will be much more than any label. I wish I had been able to read this book many years ago when I was a much younger therapist, ideally before I first met Sheila. The combination of solid, practical information and uplifting ideas in this book constitute an invaluable resource for health care professionals at all levels of experience.

Yvonne Dolan,

President of the Solution-Focused Brief Therapy Association
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Chapter 1 Introduction
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In July 1988, Joel was offered a newly created position, Intensive Case Manager (ICM), with a local agency in Orange County, New York. New York State had initiated the ICM program to reduce the total inpatient hospitalizations among those who had been designated as seriously and persistently mentally ill (SPMI) by providing trained clinicians who, in effect, acted as ombudsmen for a limited caseload of clients1 with high inpatient psychiatric admissions.

Orange County was one of a select number of counties in New York State chosen to test the ICM program. Joel was one of the first ICMs in New York and the first in Orange County. Selecting a suitable caseload was relatively simple: obtain a computer printout of the 10 highest inpatient recidivists in the local state psychiatric hospital and work with them. These were to be Joel's clients. He provided case management services, transportation, and direct clinical services when no other providers were involved.

Joel worked with his clients in their life spaces, often visiting them in their homes. Very often, individuals ancillary to the client also were involved with the mental health system2 as caretakers. The major thrust of maintaining stability within the client's social system mandated that Joel also include these significant others in his work with the client. Joel had free access to the state psychiatric hospital, which allowed him to continue to work with clients who were hospitalized.

During the course of Joel's work with the clients, he came to know each one of them individually beyond their diagnoses and their roles as “mental health patients.” In addition, working within the local mental health system, he gained insights into patterns of interventions that were helpful, and many that were not. The lessons learned in this position and subsequent positions led to insights that were reinforced when Joel finally came in contact with the ideas of solution-focused brief practice (SFBP)3 in the early 1990s.

The first lesson—and probably the one that had the most impact— was that although these were clients with the highest number of annual hospitalizations, there were periods—some longer than others— when most people enjoyed relatively stable functioning. Joel quickly learned to suspend his role as expert and listen to what the clients had to say about what it was that helped them stay out of the hospital or helped them get discharged more quickly when they were hospitalized. The role of the ICM became much simpler: rather than dictate certain things as “best,” Joel would find out what clients did that helped them stay out of the hospital, encourage them in these practices, and help them do more of them. The aim of the ICM was not to “cure,” but (1) to help clients function as well as they possibly could, and (2) to minimize psychiatric hospitalizations.

Despite their long-term patient status and the expectations that accompany this status, many of the clients courageously and persistently maintained a sense that they were somehow more than their diagnoses or their patient status. One client was an inventor who had one invention highlighted in Popular Mechanics magazine. Another had been a jazz pianist who, when he had the opportunity to play, exhibited an amazing transformation from psychiatric patient to creative and competent artist. When asked, clients were able to talk about their interests, hopes, aspirations, internal and external resources, strengths, and competencies.

Dr. Gale Miller (personal communication, July 15, 1997), professor of sociology at Marquette University in Milwaukee, Wisconsin, reflected that doing SFBP requires the ability to notice the extraordinary things that individuals do in their ordinary lives. The clients that Joel worked with illustrate Miller's observation. Throughout their difficult lives, they somehow maintained courage and strength that helped them preserve a spark of hope for a better future and a sense of possibilities.

During the course of Joel's tenure as an ICM, he observed conversations that the clients had with mental health professionals. Contacts usually were brief and centered on whether the individual was “compliant” with the prescribed course of treatment. Clients often were admonished that they needed to take their medications and see their therapists regularly or suffer the risk of hospitalization.

Conversations with doctors focused on compliance, and physicians instructed clients that they had a disease similar to diabetes that needed to be managed. Clients who told their doctors about any future aspirations or hopes were advised that they needed to keep the amount of stress in their lives within manageable levels and therefore needed to have more realistic goals for the future. It was not surprising that for some clients, these conversations served to dampen their hopes and reinforce their beliefs of incompetence and hopelessness about themselves.

In a moving speech, Dr. Patricia Deegan (1993) reflected on her experiences as an adolescent when she was first diagnosed with major mental illness:


I was thinking about my first couple of hospitalizations when I was first diagnosed with schizophrenia, and three months later, at my second hospital admission, I was labeled with chronic schizophrenia. I was told I had a disease that was like diabetes, and if I continued to take neuroleptic medications for the rest of my life and avoided stress, that I might be able to cope. (p. 2)



She continued, talking about the effect that this conversation had on her:


And I remember that as these words were spoken to me by my psychiatrist, it felt as if my whole world began to crumble and shatter. My teenage world in which I aspired to dreams of being a valued person in valued roles—of playing lacrosse for the U.S. Women's Team or maybe joining the Peace Corps—I felt these parts of my identity being stripped from me. I felt myself beginning to undergo that radically dehumanizing and devaluing transformation from being a person to being an illness: from being Pat Deegan to being “a schizophrenic.” (p. 2)



Other clients fought bravely against the “radically dehumanizing and devaluating transformation,” and it is not surprising that those clients who struggled to maintain some modicum of self beyond their diagnoses stopped going to the clinic and avoided the conversations. They also had been prescribed medications that often had side effects such as stiffness, restlessness, and what clients usually identified as “a drugged out feeling” that limited their abilities to work, play, and love. The professionals then gave additional labels to clients who avoided treatment: noncompliant and resistant. When they did go to see their doctors or therapists, they were warned that if they continued avoiding treatment they would once again find themselves in the state hospital, all too often a self-fulfilling prophesy.

After his time as an ICM, Joel was hired as director of a community mental health clinic licensed by the New York State Office of Mental Health. Typical of such clinics, it served a wide range of clients, especially those from a lower socioeconomic stratum. In this new setting, Joel continued working with those clients who had been long-term users of the mental health system. As he incorporated the solution-focused approach in his practice as both a supervisor and clinician, he once again became interested and curious about what individuals do on a day-to-day basis that helps them live satisfying lives.

Joel's next experience was as a treatment coordinator for a private psychiatric hospital, which provided him additional insights into the effects of the medical model within a psychiatric system. Despite the often frustrating sense that the application of the medical model to clinical treatment is akin to fitting the proverbial square peg into a round hole, the actual day-to-day solution-focused work with clients afforded additional evidence that SFBP provides a set of tools that can be very effectively applied to working with clients within a psychiatric system. This book is about how we can better listen to clients, and in so doing, learn how to co-construct more useful conversations about clients’ goals, resources, strengths, and possibilities.

One of the most difficult tasks we faced in writing this book was how we would refer to the individuals about whom we are writing. Two major considerations needed to be made: The first is the lesson we have learned (whether as clinicians, ICMs, clinic directors, SFBP trainers, or university professors) that no matter what the label, it can serve only to limit our ability to experience another individual holisti-cally; labels are reductionistic and necessarily omit much information. Metaphorically, they are only snapshots of an individual's behavior at a specific time in a specific place. The second consideration regards the scope of the topic. Long-term users of the mental health system do not include just those who are psychiatrically diagnosed, but those who have permanent physical challenges as well and who frequently utilize the services of mental health professionals.

Many clinicians seem to believe that SFBP is not appropriate for “real,” “hard,” or “serious” situations. They especially seem to believe that SFBP cannot be helpful for situations that include behaviors, symptoms, and diagnoses that are considered permanent or incurable. These people often are called “chronic users” of services and are unable to benefit from therapy except for “managing” their “illnesses.” We prefer to think of them as people—people who may have biological, physiological, or psychological conditions that limit their abilities to function as well as many other people, but people who most likely have more potential than most would think. We believe that SFBP is uniquely helpful to those clients who may need intermittent support for long periods or for most of their lives, and who are more than their diagnosis. Thus, we refer to these clients as long-term users of services rather than as chronically mentally ill or something else. These clients may need frequent or infrequent services, for very short or longer periods in each occurrence, and for very short or longer sessions of conversation.

Joel recalls one of his clients who, after years of therapy and several diagnoses, declared that he realized one day that he was more than his label. We thought that this was an especially good starting point for the book and, in its simplest and most elegant form, why we thought that it was time for a book about solution-focused work with long-term users of the mental health system. Our review of the applicable literature highlighted the paucity of information regarding the application of SFBP to individuals who too often become victims of a system that confers labels that serve to limit their possibilities.

This book holds in common with solution-focused literature the general principle of finding out what works and doing more of it. In this regard, it would be appropriate to conclude our introduction with an applicable quote from Dr. Deegan:


You see, I would argue that until the fundamental relationship between people who have been psychiatrically labeled and those who have not changes, until the radical power imbalance between us is at least equalized, until our relationships are marked by true mutuality, and until we recognize the common ground of our shared humanity and stop the spirit-breaking effects of dehumanization in the mental health system, then that gaping hole will continue to sink the best of our efforts. (1993, p. 2)



We write this book for those clinicians and clients who are able to see beyond psychiatric labels, beyond symptoms and limitations, and beyond the limitations of those who assign labels into futures of possibilities and hope for better lives.

The purpose of the book is to provide students and providers who may not be conversant with solution-focused ideas an opportunity to understand and explore this very different way of working with those who may be considered as suffering from severe or chronic psychological problems or mental illnesses. Readers of Chapter 2 will enjoy definitions and descriptions of the basic assumptions, concepts, and practices of the approach. Subsequent chapters will illustrate ideas for working with clients who were diagnosed with various mental illnesses and who have long histories of psychiatric treatment. Three chapters describe first the ways that SFBP is different from a medical model for understanding the problems people bring to us, views from four psychiatrists who use SFBP in their practices, and ways that solution-focused perspectives can be helpful for establishing SFB practices in agencies and hospitals. We conclude with a chapter on the philosophies that guide our thinking about SFBP.


Notes


	We use the term client in this book to denote a professional and contractual relationship between a user of mental health services and a provider.

	It seems contradictory to the authors to call something mental health when the system focuses on mental illness. However, for the sake of convention, we use the term mental health.

	The original solution-focused work was centered on therapy. Today, solution-focused ideas are used in a variety of contexts, including social services, corrections, and even business. Steve de Shazer suggested the concept of solution-focused brief practice. Therefore, we use the acronym SFBP.
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